with recurrent discharge and ultimately healed with scaring. Two years later developed an ulcer on the inner side of the elbow which gradually spread to involve the arm above and forearm below. Then he subsequently developed ulcers in the left axilla which intermittently discharged serosanguinous fluid. Family history was negative for tuberculosis. Both cervical and inguinal group of lymph nodes on the left side were found enlarged and matted. Bacille de Calmette et Guérin (BCG) scar was noted on the left arm.
INTRODUCTION
T uberculosis is a chronic infectious disease caused by Mycobacterium tuberculosis, known to cause morbidity and mortality among millions of people each year. There are nearly 9 million new cases and 1.4 million deaths reported in 2011. [1] The World Health Organization estimates that nearly one-third of the global population is at the risk of developing the disease. [2] On examination, a crusted plaque with multiple sinuses was noted in the left axilla (6 cm × 2cm). Left elbow had contracture of the skin with a limited range of movement and surrounding atrophic scaly plaque [ Figure 1 ]. Single horizontal verrucous plaque of 3 cm × 4 cm size was noted in the pubic region along with two atrophic plaques in the left groin [ Figure 2 ]. The axillary plaque was provisionally diagnosed as scrofuloderma (SFD) and elbow plaque as lupus vulgaris (LV) and plaque in the pubic region as tuberculosis verrucosa cutis (TVC). Actinomycosis and sporotrichosis were considered in the differential diagnosis of SFD, while blastomycosis, pyoderma gangrenosum in the differential diagnosis of LV, and chromoblastomycosis was considered in the differential diagnosis of TVC.
Routine laboratory investigations were within normal limits except for raised erythrocyte sedimentation rate. Mantoux's test was negative. Smear taken from crusted plaque in left axilla was negative for both M. tuberculosis and fungus. The culture was also negative on Lowenstein-Jensen's medium and sabouraud's dextrose agar. Fine needle aspiration cytology from left axillary and left inguinal lymph node was noncontributory. Serology for human immunodeficiency virus I and II was nonreactive. X-ray chest, X-ray left elbow, and ultrasonography of abdomen was unremarkable. Skin biopsy from the plaque on the elbow and pubic region revealed epithelioid cell granuloma with Langhans giant cells and dense collection of lymphocytes and plasma cells [ Figures 3 and 4 ]. Fite stain for acid-fast bacillus was negative. Biopsy tissue for polymerase chain reaction (PCR) was negative for M. tuberculosis. Characteristic clinical morphology and histopathological examination of the biopsy corroborated in establishing the diagnosis of SFD with LV and TVC. He was administered four drugs antitubercular regimen (rifampicin 450 mg daily, 
DISCUSSION
Cutaneous tuberculosis, caused by M. tuberculosis and Mycobacterium bovis, constitutes 1.5% of all cases of extrapulmonary tuberculosis. [3] The prevalence of cutaneous tuberculosis among various dermatology outpatient departments in India ranges between 0.1% and 0.5%. [4, 5] The most common sites of SFD are the chest, neck, and axilla. Involvement of left axilla in the index case concurs with the observation. Although the face is the common site of involvement for LV, in a small percentage lesions occur on the extremities as manifested in the index case. TVC occurs on the areas prone to friction and trauma. However, the involvement of pubic area in the index case is noteworthy.
There is no evidence of systemic involvement in the index case. However, systemic involvement was reported in 21.3% of children with cutaneous tuberculosis. [6] It has been observed that BCG-vaccinated patients are less likely to develop disseminated tuberculosis. However, the development of disseminated tuberculosis (SFD, LV, and TVC) in the index case in the backdrop of BCG vaccination is inexplicable. Smear and culture (from SFD lesion) for M. tuberculosis were negative in the reported case. Notably, tuberculous bacilli could be demonstrated in only 22.5% of children with SFD. [6] In a study, using culture on Lowenstein-Jensen's medium, researchers observed positive cultures in 51.05% of patients with SFD, 42.85% with TVC, and 13.3% with (LV). [7] Histopathology of skin biopsy confirmed the diagnosis of tuberculosis in the index case. In a study, classical tubercular histology was observed in 47.5% of patients with SFD and 100% patients with TVC. [6] PCR for M. tuberculosis in the biopsy tissues was negative for the reported case. However, in a study on the utility of PCR for cutaneous tuberculosis, it was found positive in 50% of cases of SFD and 62.2% cases of TVC. [8] Coexistence of SFD with LV and TVC in the same patient, as seen in the index case, is very rare. All the three types of cutaneous tuberculosis have diverse underlying immunity as evidenced by CD4 ± CD8 + ratio in the granuloma: LV with strong immunity, TVC with intermediate immunity, and SFD with low-level immunity. [9] It may be due to the overall dominance of decreased cellular immunity to M. tuberculosis leading to dissemination of tuberculosis resulting in different forms of cutaneous tuberculosis as seen in the index case. Nonetheless, the authors have reported coexistence of SFD with TVC in an 11-year-old boy who developed initially SFD in left groin and later developed TVC on the dorsum of the left foot. [10] Furthermore, there have been few reports of coexistence SFD with TVC and LV with TVC in the literature [ Table 1 ]. [10] [11] [12] [13] These patients must be counseled regarding prolonged treatment and nutritious diet.
CONCLUSION
It may be said that coexistence of SFD with LV and TVC in the same patient is possible when other combinations such as SFD with LV and LV with TVC have been described. As chances of laboratory confirmation of cutaneous tuberculosis are less, it may be worthwhile to institute antitubercular therapy on clinical suspicion, even if the laboratory confirmation is unsupportive. [14] Moreover, the ensuing therapeutic response to antitubercular therapy may be considered as a diagnostic criterion, particularly in developing countries such as India. 
Age of the patient (years)
Rao AG (2014) [10] SFD with TVC Same time Distant 11 Gul et al. (2008) [11] SFD with TVC Same time Distant 35 Balabanova et al. (1993) [12] TVC with LV 3 months Distant 68 Sethuraman et al. (2006) [13] SFD with TVC 5 years Same 13 SFD -Scrofuloderma; TVC -Tuberculosis verrucosa cutis; LV -Lupus vulgaris
